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The  diagnosis  of  peritonitis  almost  necessarily  includes  a history 
of  the  case  and  its  attendant  symptomatology.  I assume,  without 
hesitation,  that  all  cases  of  peritonitis  are  secondary,  that  an  idio- 
pathic or  primary  peritonitis  never  occurs  ; hence  it  would  consume 
altogether  too  much  of  your  time  if  I were  to  treat  of  all  the  condi- 
tions antecedent  to  the  disease  I am  asked  to  discuss ; they  vary,  of 
course,  with  the  cause  and  the  organ  first  affected.  I should  also  be 
encroaching  upon  the  subject  assigned  to  another  gentleman. 

While,  however,  the  diagnosis  of  acute  septic  peritonitis,  when 
fully  developed,  is  fairly  easily  recognized,  there  are  cases  of  acute 
originally  non-septic  peritonitis  which  may  remain  some  time  un- 
infected, though  the  infection  is  always  imminent,  and  then  later 
present  all  the  features  of  the  originally  graver  form.  This  dif- 
ferentiation is  important  both  in  treatment  and  prognosis,  for 
while  the  first  class  is  always  serious  and  usually  fatal  in  spite 
of  treatment,  in  the  latter  it  is  not  so  bad,  and  many  eases  re- 
I cover,  if  proper  treatment  be  instituted  before  infection  be- 
I comes  general. 

It  is  by  reason  of  this  difference  in  the  pathology  that  such 
pronounced  differences  of  opinion  are  entertained  as  to  the  proper 
treatment  of  peritonitis,  whether  medically,  expectant  or  surgi- 
cally, combative.  A physician  having  a run,  so  to  speak,  of  non- 
septic  cases,  which  get  well  under  judicious  so-called  conserva- 
tive treatment,  but  which  candidly  though  freely  translated 
means  non-interference,  quite  logically  regards  operations  as 
unnecessary  and  condemns  them  as  a fad  of  the  surgeon.  His 
neighbor’s  cases,  however,  are  septic;  they  either  die  or  are 
saved  after  great  care  and  anxiety  have  been  experienced,  by 
some  form  of  operative  treatment;  this  one  is  equally  con- 
sistent in  believing  that  anything  less  than  an  operation,  and 
the  earlier  the  better,  is  reckless  indifference  to  most  immi- 
nent danger.  The  question  of  non-interference  is  further  com- 
plicated by  the  fact  that  many  cases  originally  non-septic  are 
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caused  by  conditions  in  themselves  only  to  be  relieved  by 
surg'ical  interference,  an  argument  in  favor  again  of  operation,  to 
the  confusion  of  those  who  advocate  non-interference  as  a hard 
and  fast  rule.  Such  stringent  rules  cannot  be  made;  all  cases 
do  not  demand  operation,  neither  can  all  be  safely  left  to  inter- 
nal or  non-medication.  In  my  judgment  very  few  can  be  so 
left. 

Classifying  broadly,  one  may  say  that  non-septic  peritonitis 
most  frequently  occurs  as  the  result  of  a strangulation  in  one  of 
its  various  forms,  be  it  of  an  intestine  or  of  a viscus;  and  the  septic 
form  from  a penetrating  or  a perforating  lesion.  This  does  not, 
not,  however,  assert  that  strangulations  may  not  be  followed  by 
septic  peritonitis,  or  that  perforating  or  penetrating  lesions  may  not 
run  an  aseptic  course  to  recovery.  These  apparent  contradictions 
are  to  be  explained  by  the  fact  that  up  to  a certain  limit,  the  healthy 
peritoneum  possesses  germicidal  properties,  so  that  when  not  too 
great  a number  of,  even  comparatively  virulent,  bacteria  are  intro- 
duced into  the  otherwise  healthy  peritoneal  cavity  they  are  de- 
stroyed and  their  products  eliminated.  On  the  other  hand,  if  the 
peritoneal  membrane  be  altered  by  such  a process  as  follows  a 
strangulation,  be  it  a volvulus,  an  intussusception,  a strangulated 
hernia,  a band  of  adhesion,  or  if  it  be  subjected  to  the  influence  of 
an  inflammatory  process  in  its  vicinity,  as  an  inflamed  appendix,  a 
pyosalpingitis,  a choleeystitis,  or  a contusion,  etc.;  under  the  ab- 
normal conditions  thus  existing,  if  but  a comparatively  few  bacteria 
gain  lodgment,  they  find  a most  fertile  culture  medium  prepared 
for  them,  and  a general  septic  peritonitis  is  rapidly  established.  This 
explains,  also,  to  a considerable  extent,  the  differences  in  the  symp- 
tomatology which  seem  so  inexplicable  to  one  of  limited  experience ; 
how  one  set  of  cases,  beginning  with  violent  pain  and  other  evi- 
dences of  serious  disturbance,  eventually,  even  rapidly,  recover; 
while  others,  beginning  without  marked  symptoms  or  those  dis- 
tinctly local,  progress  often  rapidly  to  a fatal  termination,  unless  its 
march  be  interrupted  by  a formidable  surgical  procedure. 

The  exudate  in  the  non-septic  cases  may  be  serous,  sero-fibrin- 
ous  or  distinctly  fibrinous ; in  the  septic  it  is  always  fluid.  The 
pyogenic  microbes  may  invade  a fibrinous  or  serous  exudate  and 
rapidly  liquifying  the  former  (as  we  see  it  occur  in  the  test  tubes) 
convert  either  form  into  a virulent  septic  fluid,  rapidly  changing  the 
complexion  of  the  clinical  picture.  When  this  takes  place  in  cases 
without  a perforation  or  a penetrating  wound,  as  in  strangulation  or 
obstruction,  the  bacteria,  always  present  in  the  intestinal  canal, 
escape  through  the  wall  by  reason  of  the  changes  wrought  therein. 
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and  entering  the  cavity  of  the  peritoneum,  find  there  a nutrient 
fluid  in  the  highest  degree  favorable  for  their  rapid  development, 
with  the  resulting  production  of  ptomaines  and  the  toxic  symptoms 
incident  thereto.  This  may  occur  at  an  early  or  at  a later  period, 
or  it  may  not  occur  at  all,  and  thus  the  septic  symptoms  appear  at 
an  early  or  at  a later  period  after  the  beginning  of  the  attack,  or  they 
may  not  occur  at  all. 

As  we  meet  these  cases  at  the  bedside  it  is  often  extremely 
difficult  to  differentiate  them;  in  the  first  place,  the  transition 
period  from  an  aseptic  to  a septic  peritonitis  varies  greatly,  owing 
to  many  causes,  and  in  the  second  place,  the  personal  equation  of 
the  individual  attacked  enters,  to  such  an  extent,  into  the  symp- 
tomatology, especially  of  the  pulse,  that  one  may  properly  be  in 
doubt  as  to  the  value  of  this  feature  in  a given  case.  Many  patients 
are  so  frightened  by  the  idea  of  having  an  appendicitis,  for  instance, 
that  the  pulse  becomes  weakened,  the  skin  cold  and  clammy,  the 
countenance  anxious,  and  the  temperature  may  even  be  sub-normal, 
presenting  a characteristic  picture  of  the  appearance  of  shock  as 
occurs  in  a stab  wound  or  a perforation  of  the  stomach,  and  yet  the 
case  not  develop  into  anything  more  than  a localized  non-septic 
peritonitis. 

While  it  is  not  practicable  to  make  a sharp  differentia- 
tion between  these  two  forms  in  their  initiative  stages  from 
the  symptoms  alone,  one  may  be  guided  as  to  the  proba- 
bilities of  what  is  to  be  the  outcome,  and  the  treatment 
thereby  determined,  from  the  severity  of  the  symptoms,  but  when  I 
say  severity  I do  not  necessarily  mean  the  outcry  which  the  patient 
makes,  but  the  impression  which  a careful  physician  receives  of  the 
gravity  of  the  patient’s  condition  from  a comparatively  few  symp- 
toms. A patient  with  pronounced  septic  peritonitis  may  be  restless 
or  apathetic  at  first,  according  to  one’s  nervous  make-up  or  the 
habit  of  controlling  the  exhibition  of  the  feelings,  but  the  tempera- 
ture, the  expression  of  countenance  and  the  position  involuntarily 
or  habitually  assumed  in  bed,  are  sufficiently  constant  and  impress- 
ive to  be  almost  regarded  as  characteristic.  The  external  clinical 
picture  is  of  one  with  a countenance  drawn  and  anxious;  the  eyes 
sunken;  the  cheeks  hollow;  the  lips  drawn;  the  teeth  perhaps  ex- 
posed, the  facies  Hippocratici  of  the  older  writers;  the  voice 
a little  pitched  to  a higher  key  and  tremulous;  answering 
questions  either  hurriedly  and  anxiously  or,  as  it  were, 
without' interest,  as  if  resenting  being  disturbed;  the  legs  are  usuall}/ 
drawn  up  and  the  patient  is  averse  to  moving  them;  the  abdomen 
is  distended,  in  advanced  tympanites  almost  shining,  and  depend- 
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ing  upon  the  patient’s  nervous  condition,  as  above  stated,  either 
tender  to  very  slight  pressure  or  only  on  deeper  palpation,  but  every- 
where, and  the  expression  of  pain  decided.  Even  in  the  ex- 
ceptional eases  where  the  abdomen  does  not  present  these  pro- 
nounced features,  and  the  patient  does  not  complain  of  pain  or 
pressure,  there  is  apt  to  be  a board-like  resistance  and  stiffness 
and  rigidity  that  once  felt  is  not  forgotten.  Further  examina- 
tion shows  the  respiration  hurried,  from  30  to  50  per  minute,  and 
superficial,  the  thoracic  muscles  only  in  action;  the  pulse  rapid, 
120  and  over,  weak  and  thready;  the  temperature  ranging  from 
102°  F.  to  104“  F.,  perhaps  over ; the  blood  count,  which  should 
always  be  made  if  possible,  showing  a marked  leucocytosis,  the 
white  blood  corpuscles  numbering  three  or  four  fold  the  nor- 
mal number  with  or  without  a diminution  of  the  red. 

While  this  complex  of  symptoms  is  fairly  constant  and,  when 
present,  readily  recognized,  no  one  who  has  any  considerable  num- 
ber of  these  cases  but  appreciates  how  frequently  one  meets  with 
exceptions  in  one  or  more  particulars,  and  yet  the  picture,  as  a 
whole,  remain  true.  The  most  unreliable  vital  sign  in  my  experi- 
ence is  the  temperature,  for  while,  as  I have  stated,  it  is  usually 
decidedly  elevated,  I have  known  cases  where  the  temperature,  so 
far  as  could  be  observed,  remained  below  100°,  and  yet  a laparotomy 
revealed  a large  quantity  of  purulent  fluid  in  the  abdomen,  the  in- 
testines matted  together  with  a plastic  exudate,  and  the  peritoneal 
membrane  intensely  reddened.  We  have  most  of  us  undoubtedly 
had  cases  where  the  onset  of  the  septic  peritonitis  has  been  accom- 
panied not  only  with  a fall,  but  an  actually  subnormal  temperature. 
This  often  happens  when  a fulminating  appendicitis  ruptures,  and 
what  was  a local  peritonitis  is  converted  into  a general  one. 

In  recent  years  I have  paid  more  attention  to  the  blood  count, 
and  in  the  limited  number  number  of  cases  in  which  I have  person- 
ally tested  it,  the  leucocytosis  has  invariably  been  marked,  and  I 
am  getting  to  rely  upon  it.  This  agrees  with  Cabot’s  statement, 
viz. : “the  spreading  of  a localized  process  is  always  indicated  by  an 
increasing  leucocytosis.  But  it  here  and  there  happens  that  the 
patient  cannot  react  against  the  disease  at  all,  and  then  the  leu- 
cocytes are  normal  or  diminished.”  I have  not  yet  met  with  one 
of  these  cases,  but  being  thus  forewarned,  I hope  not  to  be  deceived. 
It  would  seem  that  a comparison  may  thus  be  made  with  the  tem- 
perature on  this  point. 

There  is  probably  no  one  idea  more  firmly  fixed  in  the  minds  of 
physicians,  no  matter  whether  a general  practitioner  or  one  given 
to  abdominal  surgery,  than  that  tenderness  of  the  abdomen 
is  invariably  present  in  peritonitis,  and  he  would  be  an 
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unsafe  guide  who  would  teach  otherwise.  One  must  dif- 
ferentiate, however,  between  true  tenderness  on  pressure, 
due  to  imflammatory  action  in  the  deeper  structures,  and 
the  hyperasthesia  of  the  skin,  often  present  in  hysterical 
patients  ot  either  sex.  I have  more  than  once  had  a patient 
exclaim  and  remonstrate  against  my  asserted  rough  handling,  on 
passing  my  hand  lightly  over  the  skin  of  the  abdomen,  barely  touch- 
ing it,  who,  before  the  examination  was  over,  allowed  me  to  press 
deeply  into  the  abdomen  when  the  attention  was  diverted.  This 
almost  never  occurs  in  acute  peritonitis,  but  if  it  does,  as  in  the 
case  immediately  to  be  referred  to,  there  are  associated  symptoms 
sufficiently  marked  to  render  the  diagnosis  certain  with- 
out this  one.  In  this  case  every  other  symptom  was  present  of  a 
general  septic  peritonitis,  but  manipulation  of  the  abdomen,  made 
in  the  most  thorough  manner  in  the  hope  of  detecting  the  original 
cause  could  elicit  no  other  statement,  from  a perfectly  re- 
liable and  intelligent  non-narcotized  patient,  than  that  the 
manipulation  was  more  agreeable  than  otherwise;  except  so 
far  as  the  pressure  on  the  already  greatly  distended  abdo 
men  increased  the  difficulty  in  respiration.  One  must  be  care- 
ful also,  before  forming  a judgment,  to  learn  if  the  patient  has 
' been  given  morphine  or  an  allied  drug  to  any  extent,  and  if  so  not 
I to  accept  the  statement  of  non-tenderness,  and  he  must  also  be 
I guided  by  the  stage  of  the  disease ; there  may  be,  in  the  later  stages 
I of  the  disease  a profound  septic  intoxication  when  the  sensorium 
I is  so  overwhelmed  by  the  poison,  that,  the  patient  is  indifferent  to 
I pain  as  well  as  everything  else.  It  is  stated  that  extreme 
cutaneous  hyperesthesia  may  be  relieved  by  the  applica- 
tion of  an  ice-bag  for  some  time,  and  a true  deep-seated 
tenderness  be  revealed.  I have  no  personal  experience  to  con- 
firm this  statement. 

The  distention  of  the  abdomen  from  tympanites  is  quite 
a common  phenomenon,  is  always  a source  of  anxiety  to 
the  physician,  of  discomfort  to  the  patient,  and  frequently 
appears  to  be  the  determining  cause  of  the  fatal  termi- 
nation. Two  factors  are  usually  involved  in  its  presence, 
first  the  evolution  of  gas  in  the  intestinal  canal  by  fermen- 
tation of  the  contents,  and  second,  the  paralysis  of  the  muscular 
coats  by  the  inflammation  of  its  peritoneal  coat ; though  the  possi- 
bility of  gas  being  free  in  the  peritoneal  cavity,  from  perforation  of 
the  intestinal  wall  by  ulceration  or  rupture,  or  external  violence 
must  not  be  forgotten,  and  it  may  also  be  evolved  in  the  closed 
cavity  through  bacterial  action.  The  diagnosis  between  these  two 
conditions  is  usually  made  from  the  effect  upon  the  liver  dullness, 


which  is  said  to  disappear  when  the  gas  is  free  in  the  abdominal 
cavity,  but  to  remain  when  the  gas  is  confined  in  the  intestines.  In 
general  this  holds  good,  but  there  are  exceptions,  as  when  the  liver 
is  bound  by  adhesions  to  the  abdominal  wall,  and,  on  the  other  hand, 
a coil  of  intestine  may  slip  over  the  liver  between  it  and  the  wall,  or 
there  “may  be  a backward  dislocation  or  rotation  of  the  liver  in 
such  a way  as  to  draw  its  thin  anterior  edge  up  under  the  ribs” 
(Curtis).  A case  is  also  reported  where  gas  formed  in  the  peritoneal 
cavity  after  a laparotomy  for  fibro-cystic  tumor  of  the  uterus;  and 
Tavel  and  Lanz  report  another  where,  in  consequence  of  symptoms 
of  appendicitis  of  ten  days’  duration,  and  the  abdomen  being  enor- 
mously distended,  an  ineision  was  made  in  the  median  line 
through  which  gas  was  discharged  together  with  a little  fluid, 
which  latter  was  sterile.  An  encapsulated  appendi-cecal 
abscess  was  also  opened  by  another  and  distant  incision. 
Five  days  later  gas  again  collected  in  the  abdomen,  the 
median  incision  was  reopened,  again  gas  escaped  and  a bacterio- 
logical culture  resulted  in  a scanty  growth  of  bacillus  coli  com- 
munis which  produced  gas  in  potato  culture.  Subsequently  another 
independent  abscess  was  opened,  the  patient  recovering.  The  gas 
was  only  evolved  in  cultures  obtained  from  the  peritoneal  cavity ; 
none  from  the  pus  of  the  abscesses,  which  were,  however,  rich  in 
bacillus  coli  of  various  kinds.  Hence  we  are  not  justified  in  re- 
garding all  tympanites  as  being  due  to  gas  in  the  intestinal  canal, 
and  I need  only  refer  to  the  importance  of  this  in  its  bearing 
on  the  treatment. 

Usually  the  tympanitic  resonance  is  quite  distinct,  but  if  there 
be  much  fibrous  exudate,  binding  the  coils  of  the  intestine  together 
and  preventing  them  from  becoming  distended,  this  becomes  dulled, 
and  this  is  also  the  case  at  the  dependent  portions  if  there  be  a con- 
siderable amount  of  sero-purulent  fluid  or  thin  pus ; though  usually 
there  is  not  sufficient  fluid  to  make  this  difference  marked,  the  fluid 
settling  into  the  pelvis  or  the  line  in  the  flanks. 

Perhaps  the  most  distressing  symptom,  even  worse  sometimes 
than  the  pain,  is  the  vomiting,  which  is  nearly  always  present  at 
some  stage.  I have  referred  to  its  ocurrence  in  the  beginning  of  an 
attack,  when  it  simply  unloads  the  stomach  of  its  contents  and  then 
subsides ; but  as  the  peritonitis  increases  and  the  tympanites  dis- 
tends the  abdomen  pressing  upon  the  stomach,  it  obliterates  the 
cavity,  the  vomiting  returns,  becomes  persistent,  exhausting  the 
patient’s  strength  by  the  constant  retching,  on  the  one  hand,  and 
prevents  the  assimilation  of  food  on  the  other.  The  character  of 
the  vomit  changes  as  the  disease  progresses,  from  being  simply  the 
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contents  of  the  stomach  at  the  first,  it  later  becomes  greenish 
or  yellowish,  from  the  admixture  of  regurgitated  bile  in  various 
stages  of  transformation,  then  fecal,  it  finally  becomes  dark 
brown  or  almost  black,  from  disintegrated  blood,  which  appears 
to  have  exuded  from  the  deeply  congested  or  strangulated 
mucous  lining  of  the  intestine  acted  upon  by  the  products  of 
the  digestive  canal.  This  last  condition  is  a symptom  of 
exceedingly  grave  import;  it  is  usually  one  of  the  last  acts  in 
the  drama.  Indicating  necrotic  tissue  changes  and  total  want 
of  peristalsis.  Patients  seldom  recover  after  this  appears, 
though  I must  also  acknowledge  a happy  disappointment  in 
one  or  two  instances  to  my  absolutely  unfavorable  prognosti- 
cations. 


